is hard to justify and is probably not effective. Screening for tuberculosis, however, is supported by many authorities, is widely practised, and probably is effective. There is a strong case for rationalisation of screening.
Iffeatures of an acute severe attack are present recognise, assess, and manage the patient as outlined above and call the medical registrar or senior house officer to admit the patient. If the patient is unconscious or confused call the anaesthetist at the same time and arrange admission to the intensive care unit; ensure uninterrupted administration of high flow oxygen; and do not attempt intubation until the most expert available doctor (ideally an anaesthetist) is present.
If no features of an acute severe attack are present measure the peak expiratory flow and proceed as summarised in the figure. If the rate is <40% of the predicted value or of the patient's best result treat the patient as for a severe attack. In all other patients give inhaled or nebulised 12 agonist (see above for doses), and 30 minutes later measure the peak expiratory flow again (see box).
Before discharge determine why the patient attended the accident and emergency department. Such patients usually need extra care in their follow up. Ideally, contact the patient's general practitioner by telephone as soon as possible during surgery hours.
Management of catastrophic sudden severe (brittle) asthma
In patients with catastrophic sudden severe (brittle) asthma an attack of asthma becomes severe within minutes or a few hours, with little instability of asthma in the preceding days. Such patients are rare but are at great risk of sudden death. They are best handled by a management plan that is mutually agreed on by the patient, the general practitioner, and the consultant.
Patients should be constantly reviewed by a chest physician and carry a Medic-Alert bracelet or equivalent. They must also carry a 12 agonist and prednisolone at all times and have duplicate supplies of drugs for emergencies to be kept in their handbag, car glove compartment, office, etc. Provision of a resuscitation box and oxygen cylinder to be kept in the patient's home should be considered.
As soon as an attack starts the patient's management plan might be: (1) Call for help.
(2) Inhale a P32 agonist at a high dose (for example, 20-50 puffs, or nebulised salbutamol 5 mg, or terbutaline O0mg).
If this management has been shown to be ineffective on previous occasions a syringe preloaded with adrenaline (Min-I-Jet, 0 5 mg) for subcutaneous injection may be helpful. The patient or relative, or both, must be shown how to use the syringe under supervision (using isotonic saline for practice Results-12 Of the 59 authorities screened all children and one screened only those from the West Indian subcontinent. 13 Authorities excluded children from school while awaiting results; 58 screened for tuberculosis and four for diphtheria.
Conclusions-There is a wide variation in screening policies around the country with no national consensus. Screening for diphtheria, typhoid, and
Introduction
One of us was introduced dramatically to the "immigrant medical" system shortly after appointment to a community paediatrician post. An angry father telephoned to ask why his daughter, aged 7, had to be excluded from school for a week on the family's return to Britain from Gibraltar, where he had served in the armed forces for two years. He had been told that his daughter had to have a throat swab, stool culture, and Heaf test and await the result before starting school and that this was the standard procedure. He thought the exclusion was unnecessary as the standard of medical care in Gibraltar was exemplary and his daughter was fit.
Local policy was that all children entering the country after more than two months in southern Europe, Africa, or Asia had to undergo routine screening for diphtheria, typhoid, salmonellosis, and tuberculosis. This policy was justified on the grounds that diphtheria and typhoid carriers had been detected and were a risk to the health of the public.
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We thought that such a policy required scientific validation and set out to find out, firstly, what the policy is in other parts of Britain; secondly, whether screening is necessary and effective; and, finally, what a rational policy would be.
There is no national policy on the performance of routine stool cultures or throat swabs in children who have returned from tropical countries (Department of Health, personal communication, 1988) . In view of the national variation in screening policy for visual and hearing defects, 2 we thought it would be helpful to carry out a survey of screening policies of health authorities throughout Britain. The reasons for screening children may be justified on two grounds-firstly, to benefit the children themselves and, secondly, to protect other children. Screening for the child's benefit is desirable and is the traditional purpose of the school health service. A child coming from outside the district without documentation of screening tests should be assessed for short stature, congenital heart disease, undescended testes in a boy, and hearing and visual defects. A child coming from a tropical country might be screened for asymptomatic infestations such as bilharzia and hookworm. This kind of testing is good practice and would be a normal part of surveillance. A second purpose of screening is to detect conditions that could affect other children. This is the main reason for many of the tests done on children starting school after a period abroad. These conditions are the major communicable diseases, in particular, diphtheria, infective diarrhoea, and tuberculosis.
We were unable to locate any data from published reports or from local sources to show whether screening is effective. The consensus appears to be that screening for tuberculosis is effective (though it has been suggested that it would be better to do the screening in the country of origin),3 but there is considerable doubt on the effectiveness of screening for diphtheria and intestinal infections.
In Newcastle 82 children were referred to the tuberculosis contact clinic for further investigation after "immigrant medicals" over the past two years . Of these, 72 were given BCG, nine were given prophylactic isoniazid, and nine were already immune. None were treated. No new cases of tuber-BMJ VOLUME 301 6 OCTOBER 1990culosis were therefore detected by this form of screening.
In the case of the other tests, a carrier of nontoxigenic diphtheria and a carrier of typhoid were detected by screening during the past five years in Newcastle. Detailed information was not, however, kept on the origin and outcome of these infections. It is thought not to be worth while taking throat swabs from asymptomatic children who have been in a tropical country for eight weeks or more, and routine screening may not even avert rare cases of toxigenic diphtheria (N Noah, personal communication, 1988) .
Varying periods of between eight weeks and six months abroad appear to be chosen as conveying a higher risk of contracting one of the target infectious diseases. Alternatively, tests are sometimes applied only to children coming to Britain for the first time. Why should a particular period be chosen? The influencing factors seem to be (a) the usual length of package holidays (under four weeks) and (b) the time needed to contract tuberculosis. Typhoid and diphtheria could be contracted on a very short holiday, but at least several weeks of exposure would be required for tuberculosis. An arbitrary decision must therefore be taken on the length of the period of risk. We suggest eight weeks because it is hallowed by usage and there seems to be no strong rationale for change.
The possible adverse effects of screening children on their return from overseas are that it stigmatises children from ethnic minorities as unhealthy or unhygienic and keeps them away from school at an important period of settling in.
CONCLUSIONS
Our review of screening for infections in children entering Britain from overseas shows that there is a wide variation in screening policies around the country with no national consensus. Screening for tuberculosis is, however, supported by many authorities, is widely practised, and is probably effective, being mainly of value to the child screened. On the other hand, screening for diphtheria, typhoid, and salmonella is hard to justify and is probably not effective. There is therefore a strong case for rationalising screening, concentrating on the detection of tuberculosis. We should also ensure that advice on prevention of disease is readily available to families before they travel abroad.
We have initiated the following procedure in Newcastle, which we recommend as a national policy. This guidance applies to children entering the education system after spending over eight weeks in a tropical country (Asia, the Far East, Africa, and south America).
(1) The school nurse will interview the family before the child starts school and review the child's health followed by a Heaf test and BCG if this is negative. Some children, however, will have already started school and the family will therefore be interviewed as soon as possible.
(2) The child will normally start school as soon as the interview has been done, provided no symptoms of serious infection have been found-for example, severe sore throat, fever, chronic cough, loss of weight.
(3) The child will be referred to the school doctor at the nurse's discretion or if immunisation is required. If required information will be given on how to register with a general practitioner.
(4) A record will be kept of each interview. 
